Results: Of the 198 patients in the study population 54% were deceased 30 days after hospital discharge with only 25.7% alive at 15 months. Admitted patients had a mean hospital length of stay of 7 days with 73% requiring intensive care. 40.4% of the patients received a formal palliative care intervention during their hospitalization from either the palliative care consult service (12.1%) or by embedded supportive care nurses (28.3%). Formal palliative care interventions occurred a median of 3 days into hospitalization and often changed the direction of care with 85% of patients downgrading their advanced directive wishes and discharge occurring a median of 1 day after intervention. Few formal palliative care interventions began from the emergency department (9.1%). Interestingly, 47.1% of patients who did not receive any documented goals of care discussions or palliative care interventions were deceased at 15 months post-discharge.
Study Objectives: While hospitalization is often unavoidable, potentially avoidable hospitalizations can have adverse consequences for the elderly, including nosocomial infections, delirium, and functional decline, as well as high costs to the health care system. Previous work has shown that there is tremendous hospital-level variation in admission rates for specific conditions, but there is relatively little known about how such variation affects clinical outcomes specifically for geriatric patients. For this reason, we used national Medicare claims data to examine the degree to which hospital admission rate is associated with mortality for older adults.
Methods: We used a random 20% sample of continuously enrolled, fee-for-service Medicare beneficiaries in the United States age 65 and older. We identified all emergency department (ED) visits to acute care hospitals in 2015 and identified disposition from the ED, principal discharge diagnosis for discharged patients and principal admission diagnosis for admitted patients. We excluded patients who died on the day of the ED visit. We considered visits ending in transfer or with an associated observation claim as an admission. We first identified the 15 conditions with the greatest between-hospital variation in risk-adjusted admission rate using a linear regression model adjusting for age, sex, chronic conditions, Medicaid eligibility (an indicator for socioeconomic status) and hospital random effects. Next, for the conditions with the greatest between ED variation in adjusted admission rate, we calculated a hospital-level risk-adjusted admission rate as well as a risk-adjusted mortality rate, using linear regression models adjusting for beneficiary characteristics and hospital random effects. We calculated a correlation coefficient for risk-adjusted admission and mortality rates separately for each of the 15 conditions. To further examine the association between hospital admission patterns and outcomes for older adults, we also divided EDs into quartiles of risk-adjusted admission rate and used a linear regression model with hospital quartile of admission rate as the predictor and patient 30-day mortality as the outcome, adjusting for beneficiary characteristics as covariates. We did this separately for each condition.
Results: The study sample consisted of 1,226,406 patients from 4,408 hospitals. Overall, 33% of ED visits resulted in admission. The conditions with the greatest between-ED variation in risk-adjusted admission were congestive heart failure, nonspecific chest pain, and syncope. When we examined the correlation between riskadjusted admission rate and risk-adjusted mortality rate, we found that, for 13 out of 15 conditions, there was a negative correlation between admission rate and mortality. Hospitals with lower admission rates were associated with higher mortality, for each condition. When examining mortality rates by quartile of admission rate, we found that for 11 out of 15 conditions, mortality declined non-linearly with increasing admission rate.
Conclusions: Among older adults, lower adjusted admission rates were associated with higher mortality for most conditions. Better understanding of how to identify which patients are at risk of death in the low-admission population will become increasingly important as policy incentives drive health systems to reduce rates of admission to hospital from the emergency department. Study Objectives: To identify and summarize the pooled diagnostic test characteristics for dementia screening instruments in the emergency department (ED).
Methods: This was a systematic review and meta-analysis adherent to the Preferred Reporting Items for Systematic Reviews and Meta-Analysis of Diagnostic Test Accuracy guidelines of prospective observational ED studies comparing appropriately brief dementia screening instruments against an acceptable criterion standard with sufficient detail to reconstruct 2x2 contingency tables. Two investigators independently assessed risk of bias using the Quality Assessment Tool for Diagnostic Accuracy Studies (QUADAS-2). When 1 study evaluated the same dementia screening instrument with the same criterion standard, pooled estimates of diagnostic accuracy were computed using a random-effects model and Meta-DiSc Version 1.4.
Results: From 1604 unique citations, 9 met inclusion criteria. QUADAS-2 assessment indicated moderate quality studies. The criterion standard for dementia was solely the Mini Mental Status Exam (MMSE) in 7 studies. The criterion standard for one of the other studies was a combination of the MMSE and a delirium screen, while the remaining study used a geriatrician's assessment of Diagnostic Statistical Manual of Mental Disorders criteria as the gold standard. The weighted mean prevalence of dementia was 31% and ranged from 12% to 43% across studies. Eight instruments were described of which the Abbreviated Mental Test-4 (AMT-4) demonstrated the highest positive likelihood ratio [pooled LR+ 7.7, 95% CI 3.5-17.1] and the 
